The consideration of this subject falls into two main categories:-i. The effect of pregnancy upon the development of carcinoma. 2. The effect of pregnancy upon a developed carcinoma, whether the growth be in the reproductive system or elsewhere in the body.
I. The In this connection, the writer had an interesting experience.
A patient who had already borne several children was known to have a small slow-growing scirrhous carcinoma of the breast, for which she persistently refused treatment. She became pregnant, but purposely avoided seeking medical advice or antenatal supervision because she was resolutely set against any surgical measures.
In this pregnancy she was first seen at the 36th week with the growth now ulcerated and fungating. Clinically the prognosis as regards the tumour appeared bad, if not hopeless. She went into labour within a few days, and was successfully delivered of a living child. After delivery there was a marked and rapid improvement in the breast condition, but now that the disability from the growth had been severe, the patient consented to operative measures. When these were undertaken it was found possible to carry out a radical mastectomy. The patient made a good recovery, and a year later was in good health. Here was an instance of a very slow-growing tumour which, nevertheless, advanced considerably, and with much greater rapidity during the pregnancy. The patient's original aversion to treatment made a very interesting observation possible.
Carcinoma of the cervix is a rare complication of pregnancy, the incidence being variously given, but is probably between one in 5,ooo and one in 1o,ooo cases of pregnancy.
Here again there can be little doubt that pregnancy brings about a marked and rapid deterioration in the local condition. Abortion is common, but probably only as a result of treatment. If undiagnosed, the growth spreads quickly and extensively; it also makes vaginal delivery impossible, as in such circumstances the cervix fails to dilate.
Two instances of a cervical carcinoma complicating advanced pregnancy have occurred in the personal experience of the writer in the last four years.
In the first case, a parous woman of 40 was admitted to hospital in labour. She stated that until the onset of labour she had not known that she was pregnant; vaginal bleeding, presumably from the neoplasm, had been mistaken for menstruation. A tentative diagnosis of placenta praevia had been made to account for the haemorrhage, but on examination the local condition was unmistakable. Vaginal delivery was impossible owing to the extent of the growth which had destroyed the cervix and infiltrated the upper part of the vagina. A Caesarean section was performed, and a living child delivered.
As there was no evidence of spread to the bases of the broad ligaments a panhysterectomy with removal of the appendages and as much vagina as possible was carried out at the same time. This was decided upon partly to obviate the risk of peritoneal infection, and partly to remove the neoplasm. The patient made a rapid and uneventful recovery from the operation, and was subsequently treated with radium. She was well for a year, but after that time there were signs of recurrence.
The second case was that of a multipara who complained of vaginal bleeding at the 26th week of pregnancy. She was admitted to hospital, and a cervical polypus the size of a Victoria plum was found to be the source of the bleeding. The polypus with its base was excised, and the pathological report showed it to be a simple adenoma. Her recovery was.good, and the remainder of the pregnancy was uneventful, with no further vaginal bleeding, or discharge. The patient, however, when admitted in labour looked ill and showed signs of obstruction. Examination revealed an extensive malignant growth of the cervix. Delivery was effected by Caesarean section, but extension to the general peritoneum had already occurred and was widespread. The patient died of malignant peritonitis within a short period.
Here is an instance of a growth of the cervix, clinically and microscopically innocent at the 26th week, which had become an advanced and widespread carcinoma fourteen weeks later, a rate of spread considerably more rapid than the average, and justifiably attributed to the presence of the pregnancy.
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There appear to be no figures to indicate the incidence of carcinoma, in general, in relation to pregnancy, but clinical experience suggests that it is, fortunately, low. On general principles it would appear that growth and spread are more rapid than the average when the neoplasm is associated with a cyesis, and in the case of carcinoma of the cervix there is some evidence to prove that this is so. I see vomiting in the newly-born from rather a specialised angle. Most of the children met with have been seen by a physician first, and such conditions as are purely medical have usually been treated. I propose to describe Hypertrophic Pyloric Stenosis, and then to recall some of the patients suffering from other conditions for whom my assistance has been sought.
Hypertrophic pyloric stenosis has become a widely recognised disease. Vomiting, the first symptom, usually occurs about the second to the fourth week, and it occurs in a previously healthy infant. At first, it is projectile. It occurs usually towards the end of a feed, or after the whole feed has been taken. The absence of the projectile nature of the vomit is of no great significance. If the food has remained in the stomach any length of time before it is vomited, the vomit is acid in re-action. The vomited material never contains bile. In an unsuccessfully treated or untreated child the vomited material changes in character, and may become dark coffee ground in appearance, and contain altered blood.
i The first vomit may occur earlier in life than the second week, and two children stand out in my memory in this respect, one a seven-month premature infant, who vomited soon after birth, and upon whom I operated about fourteen days after birth to find a definite tumour. The second child lived in the North of England and was the third in its family. I had operated on its two elder brothers for hypertrophic pyloric stenosis, and on the third day after the birth of the third child the mother said it had hypertrophic pyloric stenosis as it behaved as its brothers had done. I opened its abdomen in spite of the fact that there was no palpable tumour. The stomach and pylorus appeared normal. I did nothing at all and closed the belly. The child gained half a pound, and then began to lose weight and vomit again. After three weeks, when the child had dropped one pound in weight, I re-opened it and found a definite pyloric tumour which was split in the usual way. The child then made an uninterrupted recovery.
These two observations suggest, firstly, that hypertrophy of the pylorus can occur in utero, and secondly, that there is a stage in the development of the disease before hypertrophy occurs, when a palpable tumour is not present.
